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I. EXECUTIVE SUMMARY

From the beginning of the Human Immunodeficiency Virus (HIV) epidemic in the early 1980s to
the end of 1999, over 54,881 acquired immunodeficiency syndrome (AIDS) cases have been re-
ported in Texas. A total of 108, 903 sexually transmitted disease (STD) cases were reported in Texas
in 1999. While reported cases of syphilis declined, chlamydia, gonorrhea and pelvic inflammatory
disease (PID) increased. Young people aged 15 to 24 years accounted for over 66 percent of all
reported STDs, with adolescents aged 15 to 19 accounting for over 34 percent of these cases.

The total operating budget for HIV and STD programs, Bureau of HIV and STD Prevention, Texas
Department of Health (TDH), for fiscal year (FY) 2000 was $101,211,227. The Bureau distributed
almost $41 million to regional and local health departments and community-based organizations
throughout the State in 2000. In addition, nearly $45 million was spent to provide HIV and STD
medications to Texas residents during FY 2000.

HIV prevention efforts focused on the high risk target populations identified through community
planning activities. A total of 123,640 initial prevention counseling sessions were reported in 1999;
96 percent of initial counseling sessions included an HIV test, and this testing yielded a positivity
rate of 1.0 positives per 100 tests. Over 10,000 HIV positive clients received publicly funded medi-
cal support services in FY 2000. Prevention activities provided by STD programs resulted in an
estimated $48,391,000 savings in medical costs related to STDs and $21,336,000 savings related
specifically to HIV. Disease Intervention Specialists (DIS) interviewed and managed 1,487 syphilis
cases in Texas in 1999. A total of 799 contacts to syphilis cases were referred by DIS and provided
preventative therapy, resulting in the prevention of 404 additional cases of syphilis.

HIV counselors were trained at many locations across Texas. Many counselors received customized
training specific to the individual needs of their programs. The Texas HIV/STD InfoLine, which
provides a telephone link between the people of Texas and the TDH, received over 2,772 calls
during FY 2000.

The Texas HIV Medication Program distributed over $42.9 million dollars of antiretrovirals and
other HIV prophylactic medications in FY 2000, a 19.6 percent increase over 1999 levels. The
medications help delay the onset of symptomatic disease and prevent opportunistic infections in
persons living with HIV disease. The Medication Reimbursement Initiative paid deductibles and
co-insurance payments in the amount of $37,867. The Texas HIV Medication Program also distrib-
uted $1,015,500 in STD medications and supplies to 52 sites statewide in 2000.

1

*Note. The Annual Report for 2000 is based on the previous fiscal year, September 1999 - August 2000. Due to time constraints
  in collecting and reporting research and epidemiological data, those sections of the report are based on the previous calendar
  year, January 1999 - December 1999.



II. BUREAU OF HIV & STD PREVENTION
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The Texas Department of Health (TDH), Bureau of HIV and STD Prevention consists of three
Divisions: the HIV/STD Health Resources Division; the Epidemiology Division; and the Clinical
Resources Division (Figure 1). The HIV/STD Health Resources Division is responsible for policy
and planning, field operations, monitoring, training and technical assistance, and grants and con-
tract development. The Epidemiology Division includes surveillance, epidemiologic assessment,
research and evaluation, data management and other technical functions. The Clinical Resources
Division supports all medication programs across the department including the Texas HIV Medica-
tion Program. Additionally, the Clinical Resources Division provides expertise, technical assis-
tance, and policy direction on all clinical issues.

Mission Statement

Our mission is to prevent, treat, and/or control the spread of HIV, STD, and other communicable
diseases to protect the health of the citizens of Texas. In keeping with this mission, we procure,
allocate, and manage fiscal and human resources so that we may:

Provide HIV/STD education and information,
Collect, interpret, and distribute data relating to HIV and STD,
Provide guidance to those who oversee, plan for, or provide HIV and STD services, and
Provide medication and supplies to prevent, manage, and treat communicable diseases.

In pursuit of this mission, we will make every effort to assure that the citizens of Texas receive
quality services.

The Bureau of HIV and STD Prevention is dedicated to preventing the spread of HIV and other
STDs and minimizing complications and costs. This is achieved primarily through education, pre-
vention counseling, screening and testing, partner elicitation and notification, and the provision of
medical and social services. The TDH provides some of these services directly, but most often
through contracts with local agencies to provide community-based services when appropriate. This
report documents many of the activities and accomplishments of the Bureau in 2000 and provides
an epidemiologic assessment of HIV, AIDS, and STDs in Texas.

Bureau of HIV and STD Prevention Strategic Plan

The Bureau’s first strategic plan was completed in March of 1998, and the strategies in the plan
were operationalized through the development of a one-year Strategic Operational Plan for Septem-
ber 1, 1999, through August 31, 2000. Implementation of the Strategic Operational Plan was ac-
complished through tasks related to issues and strategies identified in the Strategic Plan and



assigned to lead and collaborating staff at the branch level. The Strategic Operational Plan also
served as a basis for the development of employee performance standards. Planning staff monitored
status toward task completion through quarterly reports and revision of tasks and staff assignments
to accurately reflect the actual scope of work. Planning staff will again work closely with managers
and staff to develop a second-year Strategic Operational Plan to be implemented September 1, 2000
– August 31, 2001.

The Bureau’s Strategic Plan Steering Committee was reconvened in February, 2000, to discuss an
optimal mechanism to monitor progress on the Strategic Plan. The discussion resulted in the pro-
posal to utilize prioritized initiatives as a basis for a revised Strategic Plan to monitor progress and
more clearly define the Bureau’s scope of work. An initiative-based format is intended to more
strongly support staff collaboration and promotion of the Bureau’s mission and to provide a natural
framework for progress reports. The prioritized initiatives in the revised Strategic Plan will then
serve as a basis for assigning milestones, timelines and responsible staff for the Strategic Opera-
tional Plan for September 1, 2001 – August 31, 2002.

Figure 1.  Organizational Chart
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III. FUNDING – FISCAL YEAR 2000

The total operating budget for HIV and STD programs for FY 2000 was $101,211,227.
Almost three-quarters of the budget, $73,746,783, was provided by federal HIV and
STD grants, and the remainder, $27,464,444 by State funds. The HIV and STD funds
were allocated as follows: $21,699,784 (21%) for prevention; $29,086,741 (29%) for

services; $44,974,586 (45%) for medication; and $5,450,117 (5%) for surveillance. The 2000 bud-
get represented a 16 percent increase over the 1999 budget, most of the increase being applied to the
medication program for purchase and distribution of the new anti-HIV drugs, the protease inhibi-
tors.

Almost $41 million, more than 40 percent of the total HIV and STD prevention and services re-
sources were distributed to regional and local health departments and other contracted community-
based agencies through prevention and services contracts (See Figure 2). Nearly 46 percent of the
total HIV and STD resources were spent providing HIV and STD medications throughout Texas.
Other Bureau expenditures included training and public education, regional and central office ad-
ministrative costs, laboratory costs, travel to support training, technical assistance, and monitoring,
supplies and equipment, and public health promotion. Administration encompasses activities such
as program planning and development, program evaluation, quality control and technical assistance
to contractors, contract monitoring and grants management, and related programmatic and support
services. The Bureau also supports the Funding Information Center (FIC) with HIV funds. The FIC
researches and disseminates HIV/AIDS-related funding information to the Texas public.
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Figure 2.  HIV Prevention and Services Contracts Awarded by PHR
                 2000 State and Federal Funds
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IV. EPIDEMIOLOGIC ASSESSMENT OF HIV,
     AIDS, & STDS IN TEXAS

HIV/AIDS

Acquired immunodeficiency syndrome (AIDS) is the late stage of infection with the human immu-
nodeficiency virus (HIV) and is characterized by severe immunosuppression and co-infection with
other opportunistic agents. HIV specifically infects and depletes a subgroup of white blood cells
(lymphocytes) called helper T-lymphocytes. These cells are also called CD4+T-cells, which is a
term based on laboratory tests that identify these cells by the presence of a specific cell surface
marker, CD4. The decline in the number of CD4+T-cells is an indicator of HIV disease progression.

Figure 3.  AIDS Cases by Year of Report

The CD4+ T-cell count became an important part of the AIDS surveillance case definition that the
Centers for Disease Control and Prevention (CDC) revised in 1993. The new case definition of
AIDS includes all HIV-infected persons with CD4+ T-cell counts fewer than 200 per microliter of
blood, or less than 14% of total lymphocytes. Before this change, the case definition relied on a
confirmed positive HIV test and the identification of one of several indicator diseases that com-
monly occur among immuno-compromised HIV-infected patients. Currently Texas, like many states,
is experiencing a decline in AIDS cases. Texas AIDS data is presented in this report in terms of the
year the case was reported to TDH, not the year the person was diagnosed with AIDS. From 1996 to
1998 the number of AIDS reports decreased by about 10%, but preliminary analyses indicate that
around 32% fewer people were diagnosed with AIDS in 1999 than 1998 (Figure 3).



Along with the decline in AIDS cases, the current trend extends to a decline in AIDS deaths. The
decrease in AIDS deaths, like the decrease in progression to AIDS, has been generally attributed to
the use of triple drug therapy, which delays the progression from HIV infection to AIDS. Although
treatment with the triple drug combination is receiving the credit for the decline, other preventive
strategies have also entered into the equation: HIV positive individuals are being treated at earlier
stages; a variety of therapeutic interventions to prevent secondary infection are available; specific
targeting to high-risk groups for early testing and preventive education has increased; and the wider
variety of medications to choose from have all created a more favorable prevention strategy.

In Texas, AIDS deaths decreased 20% during the first 6 months of 1998 compared with the first six
months of 1997. During the first six months of 1999, AIDS deaths declined only 2% when com-
pared to 1998. The 1999 decline in deaths was confined to White men with a decrease of 15%. The
number of deaths for men of other races/ethnicities and for all women either increased or remained
the same as in 1998 (Table 1).

Table 1.  Texas AIDS Deaths by Race/Ethnicity and Sex, 1999*

 Jan - June Jan - June  Jan - June % Difference
1997 Deaths 1998 Deaths 1999 Deaths in Deaths (98-99)

____________________________________________________________________________
Males
  White  282     206      175 -15
   African American 155  145 145  0
   Hispanic  130      96      109 +14
   All Others  5 1 1  0

Females
  White  33  17 22 +29
  African American  45  49  52 +6
  Hispanic 8  15 16  +7
  All Others 0  0   0   0
____________________________________________________________________________

Jan - June Deaths   658 529 520

•1998 deaths based on AIDS database 01/22/99 and 1999 deaths based on AIDS database 1/20/00.
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Decline in deaths
from 1st six months
of previous year:  45%  20%  2%



1999 Texas AIDS/HIV Statistics

According to the CDC, more than 733,374 persons with AIDS (PWA) have been reported in the US
through the end of 1999. By the end of December 1999, Texas had 54,881 PWAs reported since the
start of the epidemic in the early 1980s. At least 28,777 of these PWAs are deceased. Texas ranked
fourth highest in the US with 2,865 AIDS cases reported in 1999. In 1998, AIDS fell from fourth to
fifth in leading causes of death among Texas males aged 35 to 44, while it remained the fourth
leading cause of death among the 25 to 34 age group. In 1998, HIV infection ranked ninth among
causes of deaths for African Americans (both male and female). HIV/AIDS was not ranked in the
top ten causes of death for other racial/ethnic groups in Texas. The overall AIDS rate for Texas in
1999 was 14.3 cases per 100,000 population. For Texas males, the 1999 AIDS rate, (23.6 per 100,000),
remained much higher than the female AIDS rate (5.2 per 100,000). The Texas male HIV (not
AIDS) rate for 1999 was 20.1 cases per 100,000 population, while the female HIV rate of 8.8 cases per
100,000 population demonstrated the increasing spread of new infections among women (Table 2).

Table 2.  AIDS Cases Reported by Race/Ethnicity* and Sex, 1999

*The category All Others includes any racial/ethnic group not listed as well as those cases not specifying race.
   Therefore, a rate is not calculated.
**Percentages may not total 100% due to rounding.

Rates by Sex and Race/Ethnicity

Of the 2,865 AIDS cases reported in Texas in 1999, the racial/ethnic distribution was fairly even
numerically among Whites (38%), African Americans (37%) and Hispanics (24%)(Figure 4). How-
ever, the rate of reported AIDS cases in 1999 among Texas’ African Americans (46.4 per 100,000
population) was more than four times higher than the rates for Whites (9.9 per 100,000) or Hispan-
ics (11.5 per 100,000). Although the Texas case rate for females was 5.2 AIDS cases per 100,000,
the African American female rate was much higher at 24.1 cases per 100,000. The Hispanic and the
White female rates were lower at 3.6 cases per 100,000 and 2.3 cases per 100,000, respectively. The
Texas African American male population had the highest rate at 70.4 cases per 100,000, followed
by Hispanic males at 19.2 cases per 100,000 and White males at 17.7 cases per 100,000 (Table 2).

7

Sex/Race Cases %** 100,000

Males 23.6
  White 958  41   17.7
  African American 772 33   70.4
  Hispanic  592 25   19.2
  All Others  14 <1    —
Female 5.2
   White 132  25    2.3
  African American  286 54   24.1
  Hispanic  107 20    3.6
  All Others   4  <1   —
_________________________________________________
Total Cases 2,865 100.0 14.3

_________________________________________________
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The racial/ethnic distribution for the 2,873 HIV cases reported in 1999 was 47% African American,
33% White, and 19% Hispanic (Figure 4). The HIV data clearly demonstrate the movement of the
epidemic further into the minority communities. The rate of reported HIV cases in 1999 among
African Americans (59.5 per 100,000) was more than six times higher than the rates for Whites (8.5
per 100,000) or Hispanics (8.9 per 100,000). Although the Texas case rate for all females was 8.8
cases per 100,000, the African American female rate was much higher at 45.5 cases per 100,000.
The Hispanic and the White female rates were lower at 4.5 cases per 100,000 and 3.6 cases per
100,000, respectively. The Texas African American male population had the highest HIV rate with
74.7 cases per 100,000, followed by White males at 13.6 cases per 100,000 and Hispanic males at
13.1 cases per 100,000 (Table 3).

Figure 4.  HIV & AIDS Cases by Race/Ethnicity 1999

* The category All Others includes any racial/ethnic group not listed as well as those cases not specifying race.
   Therefore, a rate is not calculated.
**Percentages may not total 100% due to rounding.

Table 3.  HIV (not AIDS) Cases Reported by Race/Ethnicity* and Sex, 1999

Cases per
Sex/Race Cases %** 100,000
_______________________________________________
Males 20.1
   White 736 37 13.6
   African American 819 41  74.7
   Hispanic  404 20  13.1
   All Others  27 <1 —
Females  8.8
  White 203 23 3.6
  African American 540 61 45.5
  Hispanic 135 15 4.5
  All Others  9 <1   —
________________________________________________
Total Cases 2,873     100.0   14.4
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HIV Reporting

The time from initial infection with HIV until a person develops an AIDS-defining condition may
span years; therefore, AIDS case reports do not include those recently infected. HIV infection re-
ports tend to identify more recently infected individuals than do AIDS case reports. For health
professionals to follow the current trends of HIV disease and to develop prevention strategies, prompt
identification and reporting of HIV infections is essential.

HIV reporting is critical to the accurate and timely assessment of disease trends. As mentioned
earlier, new drug treatments now available to HIV-infected patients delay the decline of CD4+T-cell
counts and delay the progression to an AIDS-defining condition for these individuals. These devel-
opments will reduce the usefulness of AIDS case data for analyzing the epidemic and increase the
need for better HIV reporting. The CDC has been encouraging all states to develop reliable HIV
surveillance systems because the AIDS case reporting system is no longer adequate to track the
HIV/AIDS epidemic. In 1998, Texas initiated discussions in the community regarding the imple-
mentation of an HIV surveillance system for statewide reporting to enable the State to begin better
tracking of HIV incidence, prevalence and trends. In January 1999, the Bureau implemented HIV
reporting by name. The hope is that this will enable the State to provide more timely services to
HIV-infected persons and more effective preventive education. In December 1999, the CDC revised
the surveillance case definition for HIV infection. Most notable to the revision, was the inclusion of
viral load quantities in reporting positives. As a result of the definition change, effective January 1,
2000 TDH reporting rules require that laboratories and providers report positive results along with
detectable quantities found in viral load tests.

Modes of Exposure

Although lower than in previous years, the Men Who Have Sex with Men (MSM) exposure cat-
egory constituted close to half (49%) of the 1999 AIDS cases among Texas men (Figure 5). Addi-
tionally, Injecting Drug Use (IDU) was the most likely route of transmission for 14% of men re-
ported with AIDS. The MSM + IDU category constituted 9% of the cases among males, and the
Heterosexual route of transmission was reported for 8% of men with AIDS. Among women, the
Heterosexual exposure category was identified for 42% and the use of injecting drugs was desig-
nated as the mode of exposure for 25%. A higher percentage of cases among women (32%) than
men (20%) were initially unclassified as to mode of exposure. For both sexes, the percentage of
cases that remain unclassified will decrease over time as the investigations of risk are completed.
However, due to the definition of heterosexual contact used by the CDC, only those individuals
whose risk for HIV infection is heterosexual sex with a known HIV infected partner are classified as
“heterosexually acquired.” Those individuals whose risk is heterosexual sex with partners whose
HIV status is unknown, remain unclassified.

For HIV infections, the MSM exposure category constituted less than half (44%) of HIV cases
among Texas men. Additionally, IDU was the most likely route of transmission for 16% of men
reported with HIV. The MSM + IDU category constituted 11% of the HIV cases among males, and



10

the heterosexual route of transmission was reported for 9% of men with HIV. Among women, the
heterosexual exposure category was identified for 43% and the use of injecting drugs was desig-
nated as the mode of exposure for 22%. As with AIDS cases, a higher percentage of HIV cases
among women (34%) than men (20%) were initially unclassified as to mode of exposure. Many of
these likely represent heterosexually acquired cases (Figure 6).

Figure 5.   Adult-Adolescent AIDS Cases by Mode of Exposure and Sex

Figure 6.  Adult-Adolescent HIV Cases by Mode of Exposure and Sex
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Geographic Distribution

Most AIDS cases in Texas continue to be reported from metropolitan areas. The largest number of
cases reported in 1999 were from Harris County (680) followed by Dallas (536), Travis (247),
Bexar (204), Tarrant (134), and El Paso (87) Counties. Ranking these counties by rate changes the
order with Travis County the highest (38.2 cases per 100,000), followed by Dallas (24.7), Harris
(20.8), Bexar (15.0), El Paso (11.5) and Tarrant (8.9). The Texas Department of Criminal Justice
reported 8.2% of all 1999 AIDS cases (236). In 1999, 141 counties out of the 254 in Texas reported
at least one AIDS case. Although still centered mainly in the metropolitan areas of the state, the HIV
epidemic continues to spread into more rural areas, requiring all counties to face the challenges of
providing HIV prevention education, health care, and services.

Reports of HIV cases in Texas are also reported predominantly from metropolitan areas. These case
reports may be skewed, however, since some areas of the state were more prepared than other areas
to begin reporting HIV cases at the start of 1999. The largest number of cases reported in 1999 were
from Harris County (918) followed by Dallas (551), Bexar (153), Tarrant (127), Travis (116), and
El Paso (55) Counties. Harris County had the highest HIV rate (28.1 cases per 100,000) followed by
Dallas (25.4), Travis (17.9), and Bexar (11.2) counties. The rates for El Paso and Tarrant Counties
were 7.3 and 8.4 cases per 100,000 population, respectively. In 1999, 110 counties out of the 254 in
Texas reported at least one new HIV case. The Texas Department of Criminal Justice reported
13.5% (387) of all HIV cases in 1999.
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Sexually Transmitted Diseases

Primary and Secondary Syphilis

The spirochete (Treponema pallidum) causes syphilis. The acute form of the disease, Primary and
Secondary (P&S) syphilis, is characterized by initial lesions (an ulcer or chancre at the site of
infection) followed by secondary manifestations that include rash, mucocutaneous lesions, and ad-
enopathy. Untreated P&S syphilis progresses into a chronic disease with long periods of latency.
Statewide, 459 cases of P&S syphilis were reported in 1999. This 7% increase from cases reported
in 1998 reverses a seven-year downward trend. Still, the number of P&S syphilis cases reported in
1999 was one-tenth the number reported in 1991. More than 25% of P&S patients were between 15
and 24 years of age. Unlike previous years where cases were distributed more equally among sexes,
men accounted for 61% of reported cases in 1999.

The overall state rate in 1999 for P&S syphilis was 2.3 cases per 100,000 population. African
Americans continued to account for the majority (57%) of P&S syphilis cases reported in Texas in
1999. The rate of P&S syphilis among African Americans was 11.4 cases per 100,000 population.
Although less than one-fourth the 1995 rate of 53.2, the rate for African Americans remained ex-
tremely high compared with rates for Hispanics (1.7 cases per 100,000 population) and Whites (0.4

Figure 7.  Primary and Secondary Syphilis Rates by Race/Ethnicity
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Early Latent Syphilis

The early latent stage of syphilis is defined as the first year following secondary syphilis. Untreated
cases of more than one year’s duration or of unknown duration are classified as late latent syphilis.
In both early and late latent stages, positive clinical signs are absent, and detection of syphilis relies
upon serologic tests. Tertiary syphilis is symptomatic late disease which may include neurologic
and cardiovascular sequelae. The late latent and tertiary stages of syphilis are not discussed sepa-
rately in this article because those individuals contracted the disease many years prior to their cases
being diagnosed and reported, and syphilis is not as likely to be communicable in these late stages.
Thus, there are limited public health implications to these diagnoses.

In 1990, slightly over 5,000 cases of P&S and of early latent syphilis were reported with similar
rates of 30.4 and 29.9 cases per 100,000 population, respectively. The rate of P&S syphilis steadily
declined from 1990 to 1998, however, the early latent syphilis rate increased in 1991 and since then
has decreased more slowly than the P&S syphilis rate (Figure 8). This delayed decline of early
latent syphilis rates is typical of periods of decreasing syphilis morbidity. Although both P&S syphilis
and early latent syphilis cases were considerably lower in 1999 compared with 1990, the number of
early latent syphilis cases (1,240) was nearly three times the number of P&S syphilis cases. The
1999 overall rate of early latent syphilis was 6.2 cases per 100,000 population. The incidence rates
for early latent syphilis by race/ethnicity were as follows: African Americans, 31.8 cases per 100,000;
Hispanics, 5.4; Whites, 1.4.

cases per 100,000) (Figure 7). Among African American women, those aged 20 to 24 had the
highest rate at 29.5 cases per 100,000 population. In contrast, the highest rate for African American
men was found among those aged 35 to 39 with 35.4 cases per 100,000. African American men also
had P&S syphilis rates of at least 20 cases per 100,000 across a wide range of age groups (20 to 24,
25 to 29, 30 to 34, and 40 to 44 years of age). The extremely high case rate for both sexes indicates
that P&S syphilis continues to be a significant problem among African Americans in Texas.

Despite the overall decline in the number of P & S syphilis cases in Texas over the past eight years,
certain geographic areas of the state continue to experience high rates of the disease. Two metro-
politan areas, Dallas and Harris counties, continue to meet the Center for Disease Control and
Prevention’s definition of High Morbidity Areas (HMAs). In accordance with the CDC’s national
plan to eliminate the disease from the U.S., the Bureau of HIV and STD Prevention has imple-
mented a Syphilis Elimination Project for the state of Texas. TDH receives approximately $480,000
in federal funds to support the Syphilis Elimination Project.

Congenital Syphilis

Congenital syphilis, one of the most serious forms of the disease, may cause abortion, stillbirth, or
premature delivery, as well as numerous severe complications in the newborn. In 1999, 92 cases of
congenital syphilis were reported, marking the sixth year of decline: the number of congenital



Figure 8.  Syphilis Rates, Texas 1972-1999
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syphilis cases in 1999 represented a 7% decrease from 1998. With 47 cases, Harris County had the
highest number of congenital cases, a small decline from the 51 cases reported from that county in
1998. Hidalgo County had the second-highest number with 14 cases. Dallas County, the second-
highest in congenital syphilis reports for 1998, dropped from 23 cases in 1998 to only 4 in 1999.
Statewide, 52% of congenital cases were among Hispanics, 37% among African Americans, and
10% among Whites. Based on 1998 live birth numbers (1999 birth data was unavailable), the esti-
mated rate of congenital syphilis in 1999 was 30 cases per 100,000 live births.

Total Syphilis

The term ‘total syphilis’ refers to all reported syphilis cases regardless of the stage of the disease.
Included in this total are congenital, P&S, early latent, late latent, and tertiary syphilis. In 1999,
3,647 cases of total syphilis were reported, for a statewide rate of 18.2 cases per 100,000 popula-
tion. This marks the eighth year of decline in total syphilis numbers, closely paralleling the de-
creases seen among P&S and early latent syphilis (Figure 8).

Chlamydia

The bacteria (Chlamydia trachomatis) is one of the most common causes of sexually transmitted
infections. Chlamydia infection in women can result in serious complications such as pelvic in-
flammatory disease and ectopic pregnancy. After chlamydia became reportable in 1987, the number
of cases soared, reflecting increased testing but not necessarily increased disease. Reports of chlamy-
dia in 1999 totaled 62,526, a 3% increase from the previous year’s total of 60,626. In 1997 and
1998, Texas experienced much larger increases in chlamydia reports. At the time, these increases
were attributed to the state-wide implementation of new morbidity surveillance software, Sexually
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Transmitted Disease Management Information System (STD*MIS), which allowed for more com-
plete capture of morbidity data. The leveling out of chlamydia numbers in 1999, following the
establishment of STD*MIS, seems to support that theory.

Statewide the total number of clients screened for chlamydia through public funding decreased
from 349,517 in 1998 to 337,832 in 1999; the number of positives resulting from these screenings,
however, increased from 23,707 in 1998 to 26,145 in 1999.

Of the total chlamydia cases reported in 1999, 83% were among women. Women are more likely to
be screened for chlamydia during clinical exams for family planning, prenatal care, and routine pap
smear testing. Because of the increased risk of severe outcomes, including the potential for pelvic
inflammatory disease and the possibility of infecting a newborn child, chlamydia screening pro-
grams almost always focus on women. Men are often asymptomatic and therefore do not seek
treatment. Given that men make up such a small proportion (17%) of chlamydia cases reported, it is
not possible to estimate the true incidence of chlamydia in the Texas population.

Because women accounted for the vast majority of chlamydia reports, rates for each sex should be
examined separately. The 1999 case rate for women was 511 cases per 100,000 population with
African American women having the highest rate (1,132 cases per 100,000), followed by Hispanic
(585) and White women (142) (Figure 9). Men showed a similar racial/ethnic distribution to women
but with far lower rates. However, because the majority of individuals with chlamydia are asymp-
tomatic, equal targeting of men for screening and testing would likely result in a higher incidence
than was suggested by case reports.

Over 74% of all reported chlamydia patients were 15 to 24 years of age, with over 39,000 cases
reported for women aged 15 to 24 alone. The rates for chlamydia among women aged 15 to 19 and
20 to 24 were 2,928 cases and 2,547 cases per 100,000 population, respectively.

Figure 9.  Chlamydia Rates for Females, Texas 1991-1999
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Gonorrhea

The bacteria (Neisseria gonorrhoeae) causes gonorrhea. Left untreated, gonorrhea may lead to
sterility in men and pelvic inflammatory disease, ectopic pregnancy, and sterility in women. The
32,680 cases of gonorrhea reported in 1999 represent less than a 1% decrease from the number of
cases reported in 1998. As with chlamydia, gonorrhea numbers had increased substantially in both
1997 and 1998 prior to leveling off in 1999; the conversion to STD*MIS surveillance software was
likely also responsible for these gonorrhea trends. The 1999 state rate for gonorrhea was 163 cases
per 100,000 population, slightly lower than the rate in 1998 (169 cases per 100,000). The rate
among women in 1999 (165 cases per 100,000) was only slightly higher than the rate for men (161
cases per 100,000) and both rates have been nearly the same since 1996.

The gonorrhea rate for African Americans (783 cases per 100,000) was nearly 10 times greater than
the rate for Hispanics (83 cases per 100,000) and nearly 25 times higher than the rate for Whites (32
cases per 100,000)(Figure 10). African American men had the highest rate of all race/ethnicity-sex
groups at 877 cases per 100,000 population. Gonorrhea cases among African Americans aged 15 to
24 accounted for the greatest share of African American cases (64% of those reported); they also
represented 35% of all cases reported regardless of race/ethnicity or age.

Among age groups, the highest rate for women was found in those aged 15 to 19 (937 cases per
100,000) followed by those aged 20 to 24 (740 cases per 100,000). Men in these age groups also
had higher rates at 450 cases per 100,000 for the 15 to 19 age group and 665 per 100,000 for those
20 to 24. Gonorrhea among young women aged 15 to 24 comprised 72% of all cases in women;
young men in this age group accounted for 53% of all gonorrhea cases among men. In 1999, young
men and women aged 15 to 19 accounted for 32% of gonorrhea, compared with 30% in 1998 and
27% in 1997.

Figure 10 Gonorrhea Rates for Females, Texas 1991-1999
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Statewide the total number of publicly-funded screenings decreased 4% from 350,643 in 1998 to
338,181 in 1999; at the same time the number of positive results from these tests increased 12%
from 13,930 in 1998 to 15,611 in 1999.

Pelvic Inflammatory Disease (PID)

PID is a serious, sometimes life-threatening complication of untreated
chlamydia and gonorrhea in women. Acute PID caused by chlamydia
and gonorrhea increases a woman’s risk of recurrent PID, chronic
pelvic pain, ectopic pregnancy and infertility. In 1999, 1,766 cases
of PID were reported, a 5% decrease from the 1,861 cases reported
in 1998. PID cases attributed to chlamydia or gonorrhea accounted
for 52% of the cases reported in 1999, 44% were cases of unknown
etiology. Chlamydial PID case reports rose from 487 in 1998 to 531 in 1999, gonococcal PID case
reports were nearly unchanged with 399 in 1998 and 391 in 1999. New surveillance software
(STD*MIS) was the most likely explanation for increases in PID from 1997 to 1998 and the level-
ing of reports in 1999. The racial/ethnic breakdown of PID resembles that of other STDs with
African American women accounting for 48% of all cases, Hispanic women for 30% and White
women for 18%. Young women aged 15 to 24 accounted for 61% of all PID cases in 1999.

Sexually Transmitted Diseases Among Adolescents

Compared to older adults, adolescents (10 to 19 year-olds) and young adults (20 to 24 year-olds) are
at higher risk for acquiring STDs for a number of reasons: they may be more likely to have multiple
(sequential or concurrent) sexual partners rather than a single, long-term relationship; they may be
more likely to engage in unprotected intercourse; and they may select partners at higher risk. In
addition, for some STDs, for example (Chlamydia trachomatis), adolescent women may have a
physiologically increased susceptibility to infection due to increased cervical vulnerability. During
the past two decades, the age of initiation of sexual activity has steadily decreased and age at first
marriage has increased, resulting in increases in premarital sexual experience among adolescent
women and in an enlarging pool of young women at risk.

The total burden of STDs is estimated at 12 million new infections annually in the United States.
Studies indicate that people are two to five times more likely to become infected with HIV when
other STDs are also present. The open lesions of herpes and syphilis allow a portal of entry for HIV
viruses, while the inflammatory and mucopurulent nature of gonorrhea and chlamydia provide nu-
merous target cells (CD4 cells) for increasing susceptibility. Generally, about two-thirds of all STD
infections occur among persons under 25 years of age and predominantly among minority popula-
tions. Prevalence studies in various clinic populations and large-scale screening projects have con-
sistently demonstrated that younger women have higher positivity rates of chlamydia than older
women.

Of the 108,903 cases of all STDs reported in Texas in 1999, 66% were among those 15 to 24 years
old, over 34% of these cases were from adolescents aged 15 to 19 (Figure 11). Minority youth
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make up a disproportionate share of these STD cases. The 1999 STD case
reports that included ethnicity information for those aged 15 to 19, 48%
were African American, 34% were Hispanic, and were 18% White. The
STD case rate for African Americans aged 15 to 19 was 10 times higher

than the rate among Whites, and the rate for Hispanic adolescents was
more than twice the White rate.

Gonorrhea cases reported in 1999 among those aged 15 to 19 numbered 10,577 and accounted for
32% of all gonorrhea cases. The case rates for this age group was 2,890 cases per 100,000 popula-
tion for African Americans, 324 per 100,000 for Hispanics, and 150 per 100,000 for Whites. Chlamy-
dia cases reported in 1999 numbered 25,176 for this age group and accounted for over 40% of all
cases reported. The chlamydia case rates for those aged 15 to 19 were 3,853 cases per 100,000
population among African Americans, 1,421 per 100,000 for Hispanics, and 535 per 100,000 for
Whites. The true incidence of chlamydia may be much higher because it is usually asymptomatic
and detected only by the screening of those seeking medical care for other reasons.

The annual direct medical cost of STD treatment is estimated at over 8.4 billion dollars annually.
For Texas, the cost of treating uncomplicated STDs for those 15 to 19 years of age in 1999 was at
least $2.5 million. Every dollar spent in Texas for the prevention of STDs saves ten dollars in
medical costs. Although young people have a greater risk of being infected with an STD other than
HIV, these “traditional” STDs receive less attention than HIV. Prevention methods for both HIV
and STDs overlap, but teaching adolescents to recognize the symptoms of traditional STDs and to
seek treatment early may prevent more severe forms of the diseases from developing. Educational
programs and preventive messages need to be developed and delivered by parents, teachers, reli-
gious leaders, youth leaders, professionals working with adolescents, peers, media, and role mod-
els. Young people themselves, serving as peer educators, should be enlisted and relied upon as an
important part of all STD prevention efforts.

Figure 11.  Chlamydia and Gonorrhea Cases Reported By Age Group, 1999
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V. HIV PREVENTION AND SERVICES

The three components of the HIV Prevention program are Health Education and Risk Reduction
(HERR), Prevention Counseling and Partner Elicitation (PCPE), and Public Information. All com-
ponents of the prevention program are planned through a community planning initiative mandated
by the CDC in 1993.

COMMUNITY PLANNING

Community planning is the process that enables local communities to
identify, plan, and determine prevention priorities within their regions.
Community planning in Texas has evolved from a single decision-mak-
ing body heavily influenced by TDH, to a body of ten HIV Prevention
Regional Planning Coalitions (Coalitions), to a partnership with six Coa-
litions that represent the geographic and cultural diversity of Texas. The Coalitions are responsible
for determining community priorities and intervention strategies based on local and regional needs
assessment. The Coalitions and the TDH jointly develop a comprehensive HIV prevention plan that
identifies populations with the highest rates of HIV infection and prioritizes interventions and strat-
egies to prevent HIV infection in identified populations. The TDH uses this plan to allocate HIV
prevention funds through a competitive Request for Proposal Process.

The goal for each Coalition is to include members who represent the unique profile of affected
populations within its jurisdiction. An open nomination process for membership ensures parity,
inclusion and representation from those most affected by HIV. The Coalitions include those who are
affected, infected and at highest risk for HIV infection, persons with expertise in social and behav-
ioral science, epidemiology, and HIV prevention interventions, and local HIV prevention workers.
Members of the Coalitions represent the cultural, ethnic and other diversities of the Texas popula-
tion most affected by HIV and AIDS within the Coalition jurisdiction.

The Coalitions completed a two-year planning cycle (1997-1998) in September of 1998. During
this planning cycle, the Coalitions reviewed epidemiologic and needs assessment data, behavioral
science literature on prevention interventions, and completed a priority setting process to develop
the Regional Action Plans. The 1999 Comprehensive HIV Prevention Plan submitted to the CDC in
October of 1998 for implementation years 1999 through 2002 is a compilation of the ten Regional
Action Plans.
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Accomplishments

❖ TDH increased technical assistance to Coalitions to improve their ability and capacity to
produce regionally representative HIV prevention plans. The technical assistance included
training in infrastructure development, assistance in analysis of epidemiologic data, guid-
ance on applying behavioral science theory to prevention interventions, and data collection
methods. TDH Planning Staff trained the Health Education Training Centers Alliance of
Texas to provide the majority of technical assistance directly to Coalitions.

❖ The Coalitions and TDH in partnership developed a process to redesign their geographical
structure and regional planning jurisdictions. The purpose of restructuring Coalitions is to
enhance their capacity to perform multiple and complex planning processes; and to assist
rural Coalitions in maintaining parity, inclusion and representation in the process.

❖ Members of the Community Planning Coalitions attended the National HIV Prevention con-
ference in Atlanta and gained information critical to the development of HIV Prevention
interventions.

❖ Community Planning Coalition members participated in a workgroup to develop a frame-
work for new bylaws.

Future Plans

The following goals were adopted for the community planning process in Texas for 1999, 2000 and
2001. Since these goals are long-term, the 1999 planning year was crucial in implementing first
steps toward meeting these goals:

❖ Improve the needs assessment process by developing minimum standards for collecting quali-
tative and quantitative data on subpopulations and resource inventory data on existing pro-
grams.

❖ Strengthen the infrastructure of Coalitions by maximizing technical assistance resources in-
cluding the use of current technology.

❖ Collaborate with Ryan White Title I Planning Councils, Ryan White Title II Consortia, and
other HIV/STD planning groups by exchanging information and by mutual participation in
local planning activities.

❖ Integrate STD resources and expertise in the development of comprehensive HIV prevention
priorities in the regional action plans.

❖ Adherence to the parity, inclusion and representation guidelines by all Coalitions.

❖ Ensure that coalitions have access to expertise in epidemiology, behavioral science, health
planning, and evaluation, as well as STD expertise.
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HEALTH EDUCATION AND RISK REDUCTION

The goal of the Health Education and Risk Reduction (HERR) component is to educate persons at
high risk for HIV about disease transmission, assist them in establishing realistic and personalized
risk reduction plans, and to provide them with the skills needed to remain HIV free. During 1999,
TDH staff developed and managed a competitive application and review process for selecting HERR
contractors who began providing these services for their communities in January 1, 2000. This
competitive application was based on plans developed by the ten community planning groups, us-
ing the process outlined in the previous section.

During 2000, both local health departments and community-based organizations provided HERR
services. These contractors targeted one or more of the specific populations named in their Regional
Action Plan (e.g., African-American injection drug users, men who have sex with other men, women
at risk through heterosexual transmission, etc.), and provided these populations with educational
interventions with demonstrated effectiveness that were culturally sensitive, language-appropriate,
and appropriate to the settings in which the clients are encountered. In keeping with the guidance
provided by the communities’ plans, the majority of the HERR direct delivery staff were peers to
the populations they served1, which helps establish and maintain the rapport necessary for effective
communication. They conducted activities in a variety of sites, such as community hangouts, streets,
parks, local jails, STD clinic waiting rooms, local health department clinics, and other local agen-
cies.

TDH staff also provide technical programmatic assistance, as well as conduct monitoring of HERR
contractors. In addition, TDH staff provide technical assistance to organizations to help them evalu-
ate their programs and demonstrate the effectiveness of their interventions. This ensures that con-
tractors are effective in their implementation of HIV prevention interventions and that contract
dollars are spent in accordance with accepted contract objectives. Another important role of this
component is to provide ongoing information and HIV educational material to both contractors and
non-contractors for distribution to the general public.

Accomplishments

❖ HERR contractors provided over 210,000 educational contacts to gay men, injection drug
users, and high-risk heterosexuals in a variety of community-based settings. Contractors ex-
ceeded objectives in all categories of behaviorally-defined target populations.

❖ HERR contractors also provided nearly 150,000 skills-building contacts to gay men, injec-
tion drug users, and high-risk heterosexuals in a variety of community-based settings. Con-
tractors exceeded objectives in all categories of behaviorally-defined target populations.

1 Peer means that the worker was either a member of the group being targeted (e.g., gay man, former injection drug user,
Hispanic woman) or is sensitive to and experienced with the issues affecting that population.
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❖ HERR contractors dispensed over 3.6 million condoms throughout the State.

❖ TDH staff began to utilize data collected from the new system for reporting contacts made
during HERR activities for analysis of gaps in coverage of HERR programs and to identify
additional areas of high-priority for HERR based interventions. TDH staff provided technical
assistance to contractors regarding the use of the new system to assist contractors at improv-
ing their ability to reach at-risk populations, particularly those who are difficult to reach (i.e.
IDU).

Future Plans

❖ TDH will continue to direct HERR contractors to provide HERR interventions in outreach
settings and to have peers of the targeted population providing these interventions. Peer out-
reach will be conducted in locations identified in Regional Action Plans where high-risk
activity takes place or where members of the populations being targeted congregate. In addi-
tion to individual level interventions, group and community level interventions will be under-
taken.

❖ With the cooperation of evaluation contracts with the University of Texas, Houston, School
of Public Health and the University of Texas Southwest Medical School, TDH will develop
methods to evaluate HERR interventions and programs for quality improvement and to assist
in demonstrating the effectiveness of activities, and the cost-effectiveness of these prevention
programs and provide technical assistance on the adaptation and dissemination of effective
prevention programs throughout the state.

PREVENTION COUNSELING AND PARTNER ELICITATION

TDH provides Prevention Counseling and Partner Elicitation (PCPE) services throughout the State
through contracts with local health departments and community-based organizations. Prevention
counseling is client-centered, interactive and responsive to individual client needs. The focus of
prevention counseling is on developing prevention goals and strategies with the client rather than
simply providing information. Counselors must understand the unique circumstances of each client
(e.g., behaviors, sexual orientation, race/ethnicity, culture, knowledge level, social and economic
status). Counselors engage clients in Test Decision Counseling, a process to help clients reach their
own decisions about whether to test for HIV, which includes assessing and supporting client readi-
ness for testing and coping with the results.

When clients return to learn their test results, they always receive personal post-test prevention
counseling. If the client tests negative for HIV infection, results counseling reinforces behavior
changes identified by the client to keep from becoming infected. If the client tests positive for HIV,
post-test counseling encompasses a range of issues. Prevention counselors provide referrals to link
HIV positive clients with medical, psychological and social services. They also elicit the names of
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sex and/or needle sharing partners in order to assist the client in ensuring these partners are notified
of their potential exposure to HIV and offered the opportunity to receive counseling and learn their
HIV status. Trained Disease Intervention Specialists at local health departments or the clients may
conduct these notifications. Finally, post-test counseling reinforces behavior changes the client has
identified to maintain personal health and prevent transmitting the infection.

TDH staff provides technical assistance to contractors and monitors contracts to ensure compliance
with objectives and appropriate use of program funds. Additionally, the PCPE component main-
tains data collection and reporting systems that provide important information for planning and
implementing prevention activities. Each time an initial counseling session is done with a client, the
counselor fills out a standard machine-scannable bubble form that contains demographic and mode
of exposure2 information about the client, as well as information about the counseling session (e.g.,
date, if HIV test was performed, result of HIV test, if client returned for follow up counseling).
These forms are submitted to TDH, where they are compiled and analyzed, and the data are for-
warded to the CDC in Atlanta.

In 1999, contractors reported 123,640 initial counseling sessions. Fifty-three percent (53 percent)
of these sessions were with male clients, and 47 percent with females.

During 1999, 96 percent of the initial counseling sessions included an HIV test. Of these tests, 40
percent were for clients who had never tested for HIV before. For every 100 tests performed, 1.0
were HIV positive. This rate is similar to the positivity rate reported in 1998. The race/ethnicity and
mode of exposure of the men and women who tested and who tested positive for HIV are shown in
Figures 12 and 13. Positivity rates were two times higher for African Americans than other race/
ethnic groups, and rates of positivity were two times higher for men compared to women. Across
risk groups, men who reported sex with men and using injection drugs (M/MS/IDU) and men who
reported sex with men (M/MS) had positivity rates three and four times higher, respectively, than
injection drug users (IDU) or men and women at risk through heterosexual sex (F/MS). The race/
ethnic distribution of women testing HIV-positive is especially noteworthy: African-American women
make up 23 percent of the HIV tests done for women, but 46 percent of the positive tests were
among African American women.

Accomplishments

❖ TDH staff assisted the City of Houston with adopting the revised scannable form for its
contractors and assisted contractors with training and technical assistance in the use of the
form (Note: the City of Houston receives separate funding for its HIV prevention efforts from
TDH and is responsible for its own community planning process, data collection, and moni-
toring process).

2  Most PCPE clients have multiple risks for HIV.  Mode of exposure is a way of categorizing clients by the risk behavior that
they report that is most likely to expose them to HIV.  The modes of exposures are listed in order of risk of transmission of
HIV, beginning with the riskiest.  The modes are:  1) male to male sex with injection drug use (M/MSIDU), 2) male to male
sex (without injection drug use) (M/MS), 3) injection drug use (without male to male sex) (IDU), 4) heterosexual sex (F/MS),
5) other tissue/blood exposures (e.g., occupational exposures, transplants), and 6) no indicated risk for HIV (NIR).
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Figure 12.   Percentage of HIV Tests and Positive HIV Tests by Sex and Ethnicity

TESTS POSITIVES

❖ PCPE contractors provided 118,715 HIV tests in 1999. Of these 1,215 were positive for HIV.
This positivity rate, 1.0 positives per 100 tests, was similar to the rate in 1998.

❖ More than 60 percent of the HIV-positive clients counseled at PCPE contractor sites who
returned for their test results were successfully referred to medical care and social services
for their HIV infection.

❖ Information derived from the initial year of use of the scannable form has been used to de-
velop a “risk profile.”

Future Plans

❖ TDH will continue to provide guidance and technical assistance to ensure that PCPE contrac-
tors reach the targeted populations outlined in the regional prevention plans.
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Figure 13.  Percentage of HIV Tests and Positive Tests by Sex and Mode of
Exposure

❖ TDH will continue to emphasize the importance of augmenting on-site, clinic-based counsel-
ing and testing services with PCPE services provided at non-traditional sites with the goal of
making counseling and testing more accessible to target populations. Non-traditional sites
refer to field testing that occurs in places where high-risk activities involving a targeted popu-
lation takes place or where members of a targeted population congregate.

❖ In a further effort to expand accessibility, PCPE contractors are expected to continue using
counselors who are peers of the targeted populations.

❖ TDH will continue to improve the process of linking individuals testing positive through
PCPE with HIV services and secondary prevention.

TESTS POSITIVES
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HIV SERVICES

The Texas HIV Services program was established in 1989 in response to AIDS in Texas: Facing the
Crisis, the final report of the Texas Legislative Task Force on AIDS. In supporting basic treatment
and health and social services to HIV-infected Texans, the Texas Legislature charged the HIV/STD
Health Resources Division (Division) to:

❖ coordinate the use of local, federal and private HIV Services funds;
❖ encourage the provision of community-based HIV services;
❖ address needs not met by other funding sources;
❖ provide statewide distribution of HIV Services funds that reflect regional needs; and
❖ encourage cooperation among local HIV service providers (Health and Safety Code, Chapter

85, sec. 85.032).

Additionally, the reauthorized Ryan White CARE Act of 1996 mandated the development of a
Statewide Coordinated Statement of Need (SCSN), the purpose of which is to provide a mechanism
to collaboratively identify and address significant HIV care issues. The mandate requires participa-
tion in the development of the SCSN by all the states CARE Act recipients. The SCSN is a multi-
year, long-range project which will:

❖ ensure representation from consumers and all Ryan White (RW) grantees across all RW Titles,
resulting in collaboration and coordination;

❖ include a strong emphasis on needs assessment activities;
❖ identify State systems and activities and services that are already in existence;
❖ look at how epidemiological data are currently being used at the local level;
❖ create a better network of local/State communication;
❖ facilitate capacity development of providers as it relates to HIV services; and
❖ provide opportunities to collaborate with peers and colleagues statewide.

SERVICE DELIVERY

During 2000, the Bureau of HIV and STD Prevention, in compliance with both State and federal
mandates, distributed over $20.6 million in HIV services contracts throughout the State. To award
HIV Services funds as extensively and equitably as possible, the Bureau divides the eleven Texas
Public Health Regions into 26 HIV Service Delivery Areas (HSDAs). A local HIV CARE Consor-
tium made up of public and private HIV service providers, community-based organizations, HIV-
infected individuals and community leaders serves each HSDA. The Consortium determines the
needs of its community and allows local providers to coordinate services. This ensures that a wide
variety of medical and social services are available to the local HIV-infected population.

TDH contracts with an administrative agency to manage the TDH contract. The funds available to
each HSDA are determined through a new funding formula based on three factors at the following
weights:
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❖ 50% Number of reported living cases of HIV and AIDS in the HSDA;

❖ 30% Number of unduplicated clients receiving at least one publicly-funded service in  three
non-consecutive, randomly selected months from July 1999 through June 2000;

❖ 20% Percent of the HSDA=s population that is eligible for Medicaid (indicates  economic
distress of a community and is highly correlated with poverty).

Basic HIV services supported by TDH contracts with local health departments and community-
based organizations include: ambulatory/outpatient medical care, hospice care, case management
services, insurance assistance program, dental care, nutrition services, medications, home health
care, mental health therapy, substance abuse treatment/counseling, and support services such as
direct emergency financial assistance, food bank, housing, and transportation.

Physical and mental health services enable HIV-infected persons to remain healthier and indepen-
dent, extending the time they can care for themselves and others without support. HIV services
reduce the need for expensive hospitalizations and more costly treatments by providing preventa-
tive services and less costly home-based care. Since many HIV/AIDS clients are economically
devastated by the disease, many must rely on publicly funded care. Providing cost-effective HIV
services benefits all Texas residents by reducing health care costs supported by taxpayers.

Accomplishments

❖ On July 6-7, 2000, TDH sponsored its annual Ryan White meeting for representatives from
Title I, II, III, IV, and Part F grantees. Attendees also included Title II consortia chairpersons
and Title II planning council chairpersons. The meeting included sessions on a variety of
topics, including needs assessment, HRSA and TDH policies, the Texas Medication Pro-
gram, case management opportunities for HIV prevention activities, and HIV services fund-
ing formula.

❖ TDH began implementation of its plan to restructure the planning and administration of HIV
services in Texas that will assist in making these activities more manageable both in the local
community and at the state oversight level. External stakeholders were involved in recom-
mending parameters and providing suggestions for the restructuring process. TDH will con-
tinue to work with local communities to implement the new structure throughout 2000 and
beyond.

❖ The Texas Statewide Coordinated Statement of Need (SCSN) Project moved forward at a fast
pace during 2000. The SCSN developed a Guide to Conducting a Needs Assessment. The
Guide identifies and describes the components of a comprehensive needs assessment; recom-
mends particular actions in planning needs assessment activities, collecting the appropriate
information and data, analyzing the data collected, and using the findings through report
preparation; and provides a glossary, both English and Spanish copies of a client survey
instrument, and a resource inventory.
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❖ Texas successfully implemented a revised allocation formula which uses living cases of HIV/
AIDS, number of active clients, and proportion of the jurisdictions population eligible for
Medicaid to allocate federal and State resources for medical and social support services for
people with HIV infection.

❖ TDH released a Request for Proposals (RFP) on August 23, 2000, specifically targeted to
reduce barriers and improve access to HIV health and social services for underserved and
emerging populations. Underserved and emerging populations may be racial or ethnic mi-
norities, women, youth, substance abusers, pregnant women, homeless, mentally ill, multi-
diagnosed individuals, etc. TDH anticipates continuing funding projects under this RFP for a
three-year period ending March 31, 2004.

Future Plans

❖ TDH will reduce the number of Administrative Agencies from 26 to no more than twelve.

❖ In collaboration with Consortia and administrative agencies, the TDH will continue to ex-
pand and revise written policies and procedures for efficient Consortia and administrative
agency operation.

❖ The TDH will continue to provide technical assistance to Consortia and administrative agen-
cies to improve their working relationships and incorporate broad community input into their
processes.

HOUSING OPPORTUNITIES FOR PERSONS WITH AIDS
(HOPWA)

The Housing Opportunities for Persons with AIDS (HOPWA) program provides emergency hous-
ing assistance and rental assistance to eligible persons with HIV/AIDS and their families. The
primary objective of HOPWA is the provision of assistance to continue independent living for per-
sons with HIV/AIDS in Texas and their families. In 2000, the TDH received $2,245,000 in funds
from the U.S. Department of Housing and Urban Development (HUD) for the HOPWA program.
Twenty-five of the state’s 26 HSDAs receive HOPWA funding through a contract with the adminis-
trative agency serving the HIV CARE Consortia located in those HSDAs. Each administrative agency
serves as the project sponsor and either directly administers the HOPWA funds or contracts with
another provider for delivery of these services.

Accomplishments

❖ In 1999, the HOPWA program provided housing assistance to 2,248 persons with HIV/AIDS
and their families.
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❖ In previous years, the U.S. Department of Housing and Urban Development has cited the
HOPWA program in its “best practices.”

Future Plans

❖ TDH is in the process of developing guidance for sponsors to implement the following three
additional HOPWA activities: (1) Project-based rental assistance which will provide the same
services as tenant-based rental assistance, except that the project sponsor will contract with
the landlord of a particular rental property instead of the tenant choosing their own rental
property. (2) Resource Identification will allow the provision of technical assistance to local
service organizations to establish, coordinate and develop housing assistance resources for
eligible persons (including conducting preliminary research and making expenditures neces-
sary to determine the feasibility of specific housing-related initiatives). (3) Operating Costs
will allow HOPWA sponsors to use grant funds for operating costs for housing including
maintenance, security, operation, insurance, utilities, furnishings, equipment, supplies, and other
incidental costs.
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VI. STD PREVENTION AND SERVICES

Sexually transmitted diseases (STDs) are a major threat to the health of Texans. Young women and
their children are especially at high risk for STDs and the resultant complications. Babies born to
infected mothers are often the ones to suffer the most from STD infections. STDs such as syphilis
and HIV are passed to the fetus through the mother’s blood while she is carrying the child or at
delivery. Others, such as gonorrhea, chlamydia and herpes, may be transmitted to the newborn at
the time of delivery.  STDs in children can lead to fetal death, retardation, crippling, blindness,
deafness, pneumonia and low birth weight. STDs in women can lead to chronic debilitating pain,
ectopic pregnancy, sterility, cancer and death. Adolescents are at higher risk for acquiring STDs for
several reasons: a tendency to have multiple partners, to have unprotected sex, and to select partners
at high risk. Adolescent women have a physiologically increased susceptibility to infection; further-
more, teenage women have steadily increased their number of premarital sexual encounters during
the past two decades. At the same time, adolescents often encounter the most obstacles to seeking
health care. STDs are a particularly significant health problem for economically disadvantaged
minority populations.

For every $1 spent on early gonorrhea and chlamydia

detection and treatment, $12 in associated costs could be saved.3

The goal of STD prevention and services is to prevent the spread of high priority STDs such as
syphilis, HIV, chlamydia, and gonorrhea. The foundation of this effort is built on six primary com-
ponents: community/individual behavior change; surveillance/data management; partner services/
disease intervention; medical/laboratory services; leadership/program management; and training
and professional development. Five of these components are discussed below; training and profes-
sional development activities are addressed in the Training and Public Education section of the
report.

Dramatic changes in the health care industry in recent years have meant that health departments no
longer serve as sole source providers of STD prevention and control services. The responsibility for
STD service delivery has been increasingly spread among members of private health care systems,
such as HMOs. The Bureau of HIV/STD Prevention undertakes activities to empower communities
in the identification and meeting of these needs. STD program personnel around the state partici-
pate in HIV Community Planning Groups and collaborate with community based organizations to
provide outreach, screening and treatment services to at-risk populations in non-traditional settings.
Additionally, the Bureau developed an innovative media campaign targeting adolescents during
1999.

Health care providers and laboratories in Texas are required to report syphilis, gonorrhea, chlamy-

3 Institute of Medicine. The Hidden Epidemic: Confronting Sexually Transmitted Diseases. Washington, DC: National
   Academy Press, 1997, p.7.
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dia, chancroid, AIDS, and HIV infections. Surveillance, the collection and analysis of data about
the occurrence of disease, is crucial to the success of any disease control effort.

Analyzing case reports provides information needed to plan appropriate prevention and control
activities and predict disease trends. The Bureau uses the STD Management Information System
(STD*MIS), a CDC-developed computerized morbidity surveillance system. Both the TDH re-
gional STD programs and local health department programs collect disease reports within their
jurisdiction, and transmit the information to TDH. TDH monitors the extent of the statewide STD
problem and changes in demographic and geographic distribution of cases. This information is used
to prioritize problems, allocate program resources, and plan and direct activities to respond to changing
conditions.

Highly trained DIS routinely perform syphilis and HIV counseling/interviewing, case management,
and partner notification and service activities for individuals infected with these STDs. In certain
locales where resources permit, they also perform targeted gonorrhea and chlamydia case finding.
DIS also provide targeted prevention counseling to clients identified as high risk for STD. PCPE
activities are routinely performed with early syphilis and HIV-infected individuals. PCPE is applied
to both gonorrhea and chlamydia clients as resources allow.

The disease intervention process usually begins when a DIS receives a report of an infected or at-
risk client. The DIS locates the person, refers him/her for examination and treatment, and counsels
him/her on methods to reduce the risk of acquiring or transmitting STDs and HIV in the future. The
DIS elicits the names, addresses, and other locating information of sex and/or needle sharing part-
ners, and through field investigation, locates and refers these partners for examination, treatment
and/or counseling. The cycle (see Figure 14) continues with the identification of each infected
partner. When a contact is notified, they are not told who identified them as a potential contact. All
disease intervention activities are completely confidential.

Through its medical and laboratory services, the Bureau purchases and distributes medicines for the
treatment of priority STDs to regional and local health departments and other key providers through
the Clinical Resource Division’s Texas HIV Medication Program, which is highlighted later in this
report. Laboratory services are provided for screening high risk clients for gonorrhea, chlamydia,
HIV and syphilis through the state laboratory system. TDH purchases HIV/STD disease interven-
tion services from regional and local health departments and funds local physicians to examine and
treat STD patients exposed to syphilis, chlamydia and gonorrhea when no publicly-funded facilities
are available. Similarly, TDH funds client services delivered by the Baylor College of Medicine
Teen Clinic in Houston. Through a contract, TDH supports STD examinations and treatment at
three clinics. These teen clinics serve high risk adolescent females who otherwise would not seek
health care. This partnership ensures that teenagers in Houston have access to needed STD services.

TDH’s leadership and management keep the program focused on maintaining high standards for
STD contractors around the state and acquiring the technical skills and knowledge to remain proac-
tive in a changing health care environment. TDH has developed guidelines and established stan-
dards for STD program performance. Regional and local STD programs provide detailed reports on
morbidity and progress on objectives semi-annually.



32

Figure 14.  The Disease Intervention Process
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Accomplishments

❖ Prevention activities provided by STD programs resulted in an estimated $48,391,000 sav-
ings in medical costs related to STDs and $21,336,000 in savings related to HIV in 1999.4

❖ During 1999, DIS interviewed and managed 1,487 reported syphilis cases; as a result of
disease intervention activities among high risk associated individuals (i.e. partners), 404 new
cases of syphilis were identified and treated, and 799 persons were preventively treated for
syphilis.

❖ Texas’ implementation of the CDC-funded Syphilis Elimination Project took off in 2000,
with the hiring of a statewide coordinator and local coordinators for the state’s two high
morbidity areas (HMAs), Dallas and Harris Counties. Community coalitions made up of
public and private organizations representative of and serving affected communities were
also formed in the two HMAs.

❖ As part of the Syphilis Elimination Project, TDH, as well as local STD Programs, developed
and implemented Rapid Response Plans to facilitate containment of unusual increases in
syphilis morbidity.

❖ DIS provided PCPE to 1,167 HIV-positive individuals in 1999, resulting in the location,
counseling, and testing of 1,665 HIV sex/needle sharing partners. DIS successfully referred
1,011 (86.6 percent) of the HIV-positive individuals to early intervention services.5

❖ During 1999, the gonorrhea screening program tested 338,181 persons, identified 15,611
positives (4.6 percent) and confirmed treatment on 14,077 (90.2 percent). The chlamydia
screening program tested 337,832 persons, identified 26,145 positives (7.7 percent) and con-
firmed treatment on 24,429 (93.4 percent).

❖ Through, the CDC-funded Infertility Prevention Project, the Bureau of HIV and STD Pre-
vention collaborated with the TDH Bureau of Laboratories, the TDH Family Planning Divi-
sion and its Planned Parenthood affiliates to provide STD screening and medication to their
clients.

❖ In 2000, all STD programs around the state participated in collaborative activities with public
and private organizations to increase awareness of STDs. In Houston, the STD Program and
its CBO partners held an African American Women’s Summit that resulted in the creation of
a new group called “Sisters on Sundays” (SOS), which will bring together African American
women from faith communities to increase STD and HIV/AIDS awareness in their commu-
nities. STD personnel in PHR 1 were especially active, giving more than 30 presentations
and screening events to adolescents in venues that included juvenile justice centers,

4  Revised from previous report.
5  Revised from previous report.
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alternative education programs, mental health programs, orphanages and charter schools, as
well as public elementary, junior high and high schools.

❖ TDH has been active in promoting the use of electronic laboratory reporting to accelerate
case reporting and enhance the disease intervention process. As of 2000, ten high volumeprivate
laboratories around the state utilize electronic laboratory reporting, making electronic re-
ports available daily to local health departments in Dallas, El Paso, Fort Worth, Houston, San
Antonio, Waco, Wichita Falls and TDH Public Health Regions 1, 7, and 8. This cutting edge
innovation will be spotlighted at the 2000 National STD Conference.

❖ A draft needs assessment tool, which includes STD information, was submitted to HIV Com-
munity Planning Groups for use in the next planning cycle to determine interventions to be
funded with CDC-provided HIV Prevention funds.

❖ A STD Client Satisfaction Survey was piloted in three high volume STD clinics, which when
complete will enhance TDH’s quality assurance system.

❖ Work was begun in 2000 in conjunction with the City of Houston to conduct an assessment of
STD screening practices among selected managed care organizations in four geographical
areas in the state, to determine gaps in STD screening, counseling and treatment of partners
among private providers. The survey will be conducted by the University of Texas Office of
Survey Research.

❖ TDH has begun a routine match of HIV morbidity information entered into the STD*MIS
database with HIV morbidity reported through the HARS system. Potential new cases iden-
tified through the matching process are then referred to DIS for investigation.

❖ TDH’s Epidemiologic Monitoring Branch applied for and received funding from the CDC
for two new grants: Monitoring STDs, Tuberculosis and Risk Behaviors in Men Who Have
Sex With Men and Reinventing Surveillance Systems for Communicable Disease Prevention.
Both grants were competitive nationally. The former will assist the Montrose Clinic of Hous-
ton in improving its client tracking system, and the latter will enhance the ability of TDH to
perform spatial analysis of co-morbidity among STDs, HIV, TB and other infectious dis-
eases, as well as maternal and infant mortality.

❖ A Partner Services Summit was held in February 2000 to bring together STD program staff
and community based organizations from around the state for the purpose of encouraging
them to enter into cooperative agreements to enhance prevention and control activities di-
rected at partners of HIV and STD positive clients.

❖ As an incentive for the quality of its CDC STD grant application, in 2000 TDH was awarded
additional funding to begin limited testing of males for chlamydia in selected sites.
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Future Plans

❖ Local and regional STD programs will continue to collaborate with public and private orga-
nizations such as jails, youth detention centers, homeless shelters, and neighborhood health
facilities to provide outreach and screening for populations at risk for acquiring and transmit-
ting STDs.

❖ Collaborative activities for 2001 will include continued exploration of additional areas for
STD and HIV coordination to best utilize program resources and improve or expand delivery
of services, especially regarding women offered STD screening outside of STD clinics.

❖ TDH will continue to urge high volume laboratories around the state to institute electronic
laboratory reporting, including the TDH laboratory, which serves many local and regional
STD programs.

❖ TDH and the state’s two syphilis HMAs will develop and implement syphilis elimination
plans.

❖ TDH will study the feasibility of adopting amplified DNA technologies for chlamydia and
gonorrhea testing, which is expected to increase the detection of morbidity of these diseases
in the short term, and lead eventually to enhanced disease prevention and intervention.

❖ Selected local STD programs and private family planning clinics from around the state will
participate in a Specimen Adequacy Study as part of the ongoing Infertility Prevention Project.

❖ Funds have been identified for adding an STD clinician consultant to Bureau staff to enhance
technical assistance, quality assurance and monitoring of local and regional STD programs.

❖ TDH will implement a Male Chlamydia Project to screen males at selected sites and provide
information to local funding authorities on male chlamydia positivity rates within those juris-
dictions.

❖ New projects for Monitoring Prevalence of STD, TB and Risk Behaviors Among Men Who
Have Sex With Men and Reinventing Surveillance Systems for Communicable Disease Pre-
vention will be implemented.
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VII. TRAINING AND PUBLIC EDUCATION

The overall mission of the Training and Public Education Branch (TPEB) is to develop
and provide accurate, specialized HIV/STD information and training to diverse audiences using
effective, appropriate methods of communication and education. TPEB staff plan, develop, con-
duct, and evaluate all HIV/STD training, public information, and education initiatives for the Texas
Department of Health (TDH), other State agencies, local health departments, and community based
organizations involved in HIV and STD activities. Program-specific educational materials and guide-
lines are developed for use in disease prevention activities. TPEB staff facilitate the delivery of
HIV/STD training and public education by:

❖ Providing direct training for courses such as the four-day HIV/STD/Viral Hepatitis Preven-
tion Counseling/Partner Elicitation (PCPE) course, the 10-day Introduction to Sexually Trans-
mitted Disease Intervention (ISTDI) course, and the one-day cultural competency course
entitled, The Never Ending Journey.

❖ Providing “Train the Trainer” courses in which TPEB instructors teach other State agency
and community-based organization staff to present TDH-approved instructional packages.

❖ Developing and providing customized training to individual programs to address specific
needs.

❖ Developing, updating, and disseminating HIV/STD/Viral Hepatitis guidelines, curricula, lit-
erature, audiovisuals, and other educational materials.

❖ Maintaining the Texas PCPE Registry of all counselors who have successfully completed the
courses required by TDH in order to deliver PCPE services in Texas. The Registry includes
HIV PCPE counselors trained by TDH, Texas Commission on Alcohol and Drug Abuse
(TCADA) and Texas Department of Mental Health and Mental Retardation (TDMHMR) via
an interagency Memorandum of Understanding (MOU). TPEB staff provide technical assis-
tance to HIV prevention contractors and STD programs in evaluating their training needs and
ensuring those needs are met. TPEB continues to receive out-of-state participants referred by
the Centers for Disease Control and Prevention (CDC) for STD courses.

❖ Staffing the Texas HIV/STD InfoLine, a toll-free, bilingual information source offering basic
information on HIV/AIDS/STDs/Hepatitis referrals, including recorded information or the
option to speak to HIV/STD health professionals.
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❖ Conducting public information activities, including media campaigns, press releases, news
features, announcements and general public information requests.

❖ Conducting public awareness events, including National Condom Week, STD Awareness
Month, National HIV Testing Day, AIDS Awareness Month, World AIDS Day, and health
fairs.

❖ Developing, purchasing and disseminating HIV/STD educational materials, including pam-
phlets, brochures, posters, videos and related materials to HIV/STD health professionals and
the general public.

❖ Conducting the biennial Texas HIV/STD Conference, a major training event for TDH con-
tractors, including more than 90 sessions with approximately 1,000 participants, offering
professional continuing education for physicians, nurses, social workers, licensed profes-
sional counselors, certified health educators, and substance abuse counselors.

❖ Conducting staff development and distance learning events, including satellite video telecon-
ferences, self study courses, STD Lunchtime Learning Series, and New Employee Orienta-
tion Programs.

❖ Writing and distributing the Texas HIV/STD Update, the HIV/STD news bulletin of TDH, as
well as an electronic version of the bulletin, the E-Update, for more urgent or timely informa-
tion sent to an e-mail mailing list.

❖ Developing, updating, and distributing the Texas HIV/STD Community Resource Directory,
including hard copy and online versions, which include a listing of Texas HIV/STD services
providers, State agencies, helpful phone numbers, and Internet resources.

❖ Developing, updating, and distributing the Texas Resource Guide for HIV/STD   Education,
a resource manual for HIV/STD health education professionals in Texas.

❖ Conducting Program Materials Review Panel meetings, an expert panel for review of HIV/
AIDS/STD educational materials identified for use within specific target populations as well
as the general public.

❖ Maintaining a resource library of guidelines, manuals, and standards.

❖ Maintaining the training, public information and education sections of the Bureau of HIV &
STD Prevention Web Site, including the online version of the Community Resource Direc-
tory, the biennial conference pages, InfoLine, newsletter, calendar, educational resources,
and handling all e-mails sent to the web site from the general public.
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Accomplishments

❖ TPEB was notified in April by the CDC of the award for the Prevention Training Center
(PTC) Partner Services and Support Services Training (Part III) grant. This national grant
will allow TDH, in conjunction with the Dallas County Health and Human Services, to pro-
vide quality training for STD/HIV partner and support services, including program manage-
ment, surveillance and data management, and outbreak response planning and evaluation for
the following states: Alabama, Florida, Georgia, Kentucky, Mississippi, North Carolina, South
Carolina, Tennessee, Arkansas, Louisiana, New Mexico, Oklahoma and Texas. TPEB con-
ducted five ISTDIs in its first six months of operation. TPEB staff is conducting a DIS ISTDI
needs assessment of the 13 states.

❖ The National Public Health Information Coalition awarded a prestigious Bronze Award to
TPEB for Excellence in Public Health Communication for their 1999 STD Media Campaign.
The pilot campaign used TV, radio and billboards to bring STD awareness and prevention
messages to African American adolescent girls in the Tyler/Longview market. The Bureau
expects to roll the campaign out in another Texas market in 2001.

❖ TPEB staff facilitated eight video teleconferences during 2000. TPEB’s Video Teleconfer-
ence Program is designed to provide health professionals with ongoing, up-to-date informa-
tion on prevention, intervention, treatment, and related news on HIV, AIDS, STDs, and other
infectious diseases. These are live events in which participants can interact with video tele-
conference participants, speakers, and panel members from across the nation.

❖ TPEB continued its “STD Lunchtime Learning Series” during 2000. The series is designed
to provide HIV/AIDS/STD health professionals with ongoing, updated information on the
latest advances in STD prevention, intervention, treatment, and related news.

❖ TPEB staff collaborated with the Infectious Disease Epidemiology and Surveillance Divi-
sion (IDEAS) on developing hepatitis brochures and scripts. Hepatitis A, B and C scripts will
be incorporated into the Texas HIV/STD InfoLine automated information service, allowing
Texas callers to access educational tapes on these diseases. These specialized scripts will
replace the current hepatitis InfoLine script that covers all types of Hepatitis in a more ge-
neric fashion.

❖ TPEB staff completed putting the Texas HIV/STD Community Resource Directory on-line
and it can be found at www.tdh.state.tx.us/hivstd/commsvcs.  The on-line CRD is a conve-
nient way to find HIV/STD services providers in the State of Texas, as well as TDH regional
contacts for HIV/STD, local health departments, State agency resources, and much more.

❖ TPEB staff developed a new course entitled Hepatitis in the New Millennium, which was held
November 10 at the University of Texas Southwestern Medical Center, Comprehensive Cen-
ter for Liver Research and Treatment in Dallas. Topics covered include virology and testing,
pathology, prevention, evaluation of the HCV patient, and planning a public health program
for HCV.
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❖ TPEB staff provided training for the CDC Options research project October. Conducted by
the University of California, San Francisco. Options is an epidemiological and clinical inter-
vention study on persons with recent HIV infection.

❖ TPEB continued its involvement in the Hepatitis C Virus initiative and will work with the
Research and Program Evaluation Branch Manager on revision of the Counseling and Test-
ing System data collection forms to include Hepatitis C Virus testing.

❖ TPEB staff presented a peer counseling program for women incarcerated at Gatesville Women’s
Prison in September. The staff teamed up with AIDS Foundation Houston (AFH) to develop
this pilot program. Additional training is planned and will be developed and refined based on
the response to this pilot.

❖ TPEB revised the four-day PCPE curriculum and conducted training of trainer courses for all
state instructors. The most notable changes in curriculum include the addition of an entire
module devoted to viral hepatitis and a revision of partner elicitation methods in the Pre-
Course.  A PDF version of the updated and revised Pre-Course is available on-line at
www.tdh.state.t.x.us/hivstd/educate/training.htm.

❖ TPEB staff collaborated with the Center for Health Training to co-sponsor the 2000 HIV/
STD/Family Planning Nurses Conference.



VIII. HIV/STD CLINICAL RESOURCES

The Clinical Services Section was officially reorganized on April 1, 2000, to become the HIV/STD
Clinical Resources Division. The Clinical Resources Division (CRD) is composed of three pro-
grams: the Texas HIV Medication Program (THMP), the Clinical/Case Management and Adminis-
trative Compliance Program and the Early Intervention Program (EIP). The CRD is also respon-
sible for administering the HIV/AIDS Interagency Coordinating Council.

The primary mission of the CRD is to enhance the lives of individuals with HIV disease by provid-
ing life-sustaining medications, and ensuring quality clinical and case management services are
available and accessible.

TEXAS HIV MEDICATION PROGRAM (THMP)

The THMP is responsible for the purchase and distribution of medications for
the treatment of HIV disease and other sexually transmitted diseases. The Texas
HIV Medication Program also provides medications for the treatment of oppor-
tunistic infections for people with HIV disease. Medications for the treatment of HIV disease are
provided to clients through a network of pharmacies statewide. The HIV Medication Advisory
Committee is also administered by the THMP.

THMP distributed over $42.9 million in antiretroviral drugs and other prophylactic medications in
FY 2000, a 19.6% increase over FY 1999 levels. The medications help delay the onset of symptom-
atic disease and prevent opportunistic infections in persons living with HIV disease. The Medica-
tion Reimbursement Initiative paid deductibles and co-insurance payments in the amount of $37,867.
THMP also distributed $1,015,500 in STD medications and related supplies to 52 sites statewide in
2000.

THMP provides medications to HIV-infected individuals who qualify for enrollment in the pro-
gram across the State. Working through 238 participating Texas pharmacies, the program purchases
and distributes over $42.9 million annually in antiretroviral drugs and other prophylactic medica-
tions.

Since its inception in late 1987, THMP has provided HIV medications to over 30,000 Texans.
Currently, the program receives and approves more than 176,000 medication orders each year. The
medications help delay the onset of symptomatic disease and prevent opportunistic infections in
persons living with HIV disease. Figure 15 shows how the program operates to ensure that quali-
fied individuals anywhere in Texas have access to needed medications in a simple and timely man-
ner.
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Figure 15.   The Texas HIV Medication Program
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The THMP develops and maintains confidential data files that provide valuable statistical informa-
tion regarding medication usage to the Surveillance section of the HIV/STD Epidemiology Divi-
sion, service providers, and lawmakers while preserving client confidentiality. THMP also collabo-
rates with the Medicaid Vendor Drug Program to ensure optimum service delivery and avoid dupli-
cation of services. In order to maximize its medication purchasing flexibility and utilization of
funds, the THMP developed and maintains its own accounting systems.

In addition to its regular services, the THMP operates the Medication Reimbursement Initiative
(MRI).  This program, formerly known as the Pilot Insurance Program, is operating in its sixth year
of existence. The MRI program pays the deductibles and co-insurance payments required by the
insurance companies of approved clients, who then receive medications directly at their homes. The
MRI program affords eligible HIV-infected persons the opportunity to use the prescription benefits
on their insurance policies while keeping the State support costs to a minimum by utilizing private
sector funds. Persons with insurance benefits that provide for prescription medications would oth-
erwise be disqualified from receiving regular THMP services.

THMP has contracted with Priority Pharmacy in San Diego, California to provide MRI medica-
tions. Priority Pharmacy has specialized in home delivery pharmacy services to HIV patients since
1987. To apply for MRI services, eligible applicants submit a completed regular Medication Pro-
gram application and a completed client profile sheet with all the correct insurance information.
Priority Pharmacy then verifies the applicant’s prescription medication insurance benefits from this
completed client profile. Priority Pharmacy also agrees to deliver the medications to each approved
client by overnight mail at no cost to the approved applicant or TDH. They also provide a toll-free
number to all approved clients, their physicians, and TDH for all communications relating to the
approved applicant, their prescriptions, and access to an on-staff social worker.



STD MEDICATION

The THMP distributed $1,015,500 in STD medications, needles, and protective needle adapters to
52 sites statewide in FY 2000. These sites include Public Health Region Offices, county health
departments, and local health departments. These sites then deliver treatment directly to STD cli-
ents or supply the medications to the community providers who treat the clients.

CLINICAL, CASE MANAGEMENT AND ADMINISTRATIVE
COMPLIANCE PROGRAM

This Program is responsible for conducting quality assurance reviews of State and federally funded
grantees that provide clinical and/ or case management services to individuals with HIV disease. To
accomplish this, THMP staff conduct annual site reviews, provide technical assistance by telephone
and on-site as needed, develop and distribute minimum clinical and case management standards
and conduct investigations into allegations of client abuse and neglect.  The Program also provides
consultation regarding HIV disease and other STD’s to health care professionals and the general
public as requested.

EARLY INTERVENTION PROGRAM (EIP)

Early intervention is a strategy of service delivery to persons with HIV that focuses on delaying the
onset of life-threatening symptoms and diseases. Services provided through the EIP include clinical
care, health maintenance activities, prevention of acute and chronic illness, and support services.
The EIP in Texas was initiated in 1992 to provide health care and psychosocial services to Texans
who have tested positive for HIV. The intent of initial funding was to provide services that would
delay the onset of AIDS. Recent advances in medical and pharmacological protocols have shown
that early intervention effectively reduces the levels of virus in the body. Since its inception, the
Texas EIP has evolved from a program focused only on HIV infected people, to a program that aims
to promote and maintain optimum health at all stages of the disease, including AIDS. Currently
there are eight EIP projects funded Statewide. These projects aim to:

❖ Establish and provide necessary clinical, clinical case management and psychosocial sup-
portive services to individuals with HIV disease which prevent illness and promote optimum
health;

❖ Provide these services in areas where such services do not exist;
❖ Provide access to early intervention activities and strategies to persons with HIV disease;
❖ Locate and contact individuals with HIV disease, their partners and/or children (if client is an

adult/adolescent) or parents/guardians (if client is a child) as early as possible in the course of
the infection so that services may be offered;

❖ Delay disease progression through timely initiation of proven preventive services and health
maintenance activities;

❖ Prevent or reduce behaviors that result in the spread of the virus; and
❖ Increase life expectancy and improve the quality of life.
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HIV/AIDS INTERAGENCY COORDINATING COUNCIL

The HIV/AIDS Interagency Coordinating Council was established by the Legislature to facilitate
communication between agencies and associations involved in providing HIV/AIDS services to
individuals, families and communities. The Council is also responsible for coordination of agency
programs relating to the prevention of HIV/AIDS and the provision of services to people infected
with HIV or who have AIDS, and for submitting an annual report to the Governor with recommen-
dations and plans regarding coordinated activities to address issues and problems affecting this
population.

The Council is composed of one representative appointed from each of the following:

❖ Texas Health and Human Services Commission
❖ Texas Department of Health
❖ Texas Department of Mental Health and Mental Retardation
❖ Texas Department of Human Services
❖ Texas Commission on Alcohol and Drug Abuse
❖ Texas Rehabilitation Commission
❖ Texas Youth Commission
❖ Texas Department of Criminal Justice
❖ Texas Commission for the Blind
❖ Texas Commission for the Deaf and Hearing Impaired/Hard of Hearing
❖ Texas Department of Protective and Regulatory Services
❖ Texas Education Agency
❖ Texas State Board of Medical Examiners
❖ Board of Nurse Examiners for the State of Texas
❖ Board of Vocational Nurse Examiners
❖ State Board of Dental Examiners
❖ Texas Juvenile Probation Commission

Accomplishments

❖ Coordinated development of Blood Borne Pathogen Control rules that were adopted by the
TDH Board of Health. Activities included chairing a stakeholder workgroup charged with
implementing House Bill 2085, and guiding the draft rules through the TDH rule-making
process. Beverly Ray, RN, Nurse Consultant who coordinated the development and adoption
of the rules, was a speaker at two workshops provided by the Texas Hospital Association to
their members regarding the BBP rules.

❖ CRD undertook major revisions to the proposed Medicaid 1115 Waiver affecting HIV posi-
tive clients in the counties of Harris and Galveston counties, including expansion of clinical
services to conform with current standards of clinical care related to medications, laboratory
testing, preventive services and other current medical practices. CRD also worked with Epi-
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demiology Division staff to plan for reallocation of Texas HIV Medication Program funds that
would be affected by approval of the Waiver.

❖ CRD continues to work with contractors, clinical practitioners and agencies and the general
public to report suspected incidences of abuse or neglect of clients, and possible child abuse.
Examples of these activities include CRD filing of a report with Child Protective Services
(CPS) of possible sexual abuse of child/children based upon telephone call from a member of
the general public (caller was reportedly the grandmother of the alleged victim(s); follow-up
monitoring of the CPS response indicated that the report resulted in an immediate investiga-
tion of the situation.

❖ CRD has participated extensively in the current restructuring of client services and preven-
tion efforts underway within TDH. CRD has developed criteria for selection of administra-
tive agencies with regard to their selection of clinical and social services subcontractors,
communicated the restructure process as it affects direct client clinical services to current
contractors, and conducted site reviews to applicant agencies to evaluate their capacity to
develop and implement health and social services in communities across the state.

❖ Routine monitoring visits to evaluate the quality of clinical, clinical case management and
social case management services were completed by CRD at twenty-one statewide agencies.
Extensive technical assistance to improve client services was provided at several of the agen-
cies that had a past site visit finding of one or more deficiencies in meeting CRD standards.

❖ CRD worked with Health Resources Division and statewide contractors to identify clinics
where expanded screening and treatment for sexually transmitted diseases in populations
with HIV disease can occur.

❖ CRD provided clinical technical assistance to Regional staff, private practitioners, other health
care providers and agencies, and the general public on topics including screening, diagnosis,
and management of STDs.

❖ CRD, through THMP staff, purchased over 26,600 doses of Hepatitis B Virus (HBV) vaccine
that is being distributed to contracted HIV clinics and clinical practitioners statewide for use
in preventing HBV infection in HIV positive clients who are at risk for this disease.

❖ Initiated development of TDH protocol and physician standing delegation orders for Post-
exposure Management of Occupational Exposure. Upon completion, this protocol will be
distributed to TDH regional offices and sub-offices to allow proper clinical management of
occupational exposure to HIV and HBV.

❖ CRD, through THMP staff, purchased medications that are to be used to prevent HIV infec-
tion of TDH staff when an employee is exposed to HIV as part of his/her work-related duties.
These medications are being dispensed by the TDH Pharmacy, along with the post-exposure
protocol mentioned above, to TDH regional offices and sub-offices for their use.

44



❖ THMP approved 176,152 medication orders dispensed through participating pharmacies to
10,041 individual clients.

❖ THMP has created an informational pamphlet detailing program services for statewide distri-
bution. A copy of the brochure was included in a mass mailing to 19,000 Texas physicians,
along with information on how to access the latest treatment guidelines for the use of
antiretroviral agents in HIV-infected patients. Mailouts including the brochure were also sent
to over 600 contract sites, local health departments and regional offices. THMP’s brochure
has also been translated into Spanish and is currently being prepared for printing and even-
tual statewide distribution.

❖ For Fiscal Year 2000, THMP paid MRI deductibles and co-insurance payments in the amount
of $37,867. The MRI program served a total number of 35 approved applicants in Fiscal Year
2000.

❖ In FY 2000, 42 clients were served a total of 943 prescriptions, at a cost of $243,323 through
the HOPE program.

❖ THMP has begun implementing outreach efforts to under served and hard-to-reach popula-
tions within the state. Presentations and exhibit booths were utilized at minority health con-
ferences/symposiums and the statewide Ryan White “All Title” conference in order to in-
crease awareness of the Medication Program.

Table 4. HIV Medication Allocations by Region Fiscal Year 2000
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Region Clients Served Amount Spent

1 203 $791,875.41

2 131 $499,847.97

3 2,645 $10,790,280.64

4 382 $1,595,230.56

5 284 $945,795.06

6 3,142 $13,579,998.67

7 1,166 $4,908,747.58

8 1,056 $4,772,440.65

9 127 $597,823.28

10 415 $2,105,202.20

11 490 $2,321,257.60

TOTAL 10,041 $42,908,499.62

Number of



❖ Twenty-nine pharmacies joined the statewide network, providing greater convenience for
clients and reducing client loads at individual pharmacies.

❖ THMP developed and implemented the Medications Plus Program (MPP), which allows con-
tractors that designate Ryan White Title II, State Services, or Early Intervention funds to
purchase drugs through the Medication Program for their clients. The medications purchased
through the MPP are paid for through contractor accounts set up by TDH, which allows the
participating contractors to take advantage of the Public Health Service pricing on all medi-
cations ordered through this program. Contractors participating in the MPP must designate
funds to purchase drugs through their existing TDH contracts and work through pharmacies
already participating in the Medication Program.

❖ THMP staff continued implementation of the new statewide medication distribution and in-
ventory control systems. The new system reduces the number of direct shipment sites state-
wide and centralizes medication inventory control in the local health departments and re-
gional offices. This system ties STD morbidity to actual medication allotment in an effort to
encourage timelier and more accurate reporting of STDs statewide. This relationship is also
intended to help the program set realistic stock levels of STD medications for each of its
shipment sites, rather than relying on less exact estimates.

Future Plans

❖ In order to improve access to high quality clinical and social services in communities across
Texas, the Nurse Consultants within the CRD will begin providing consultation and technical
assistance to Community Planning Coalitions and HIV CARE Consortia charged with the
responsibility for conducting and analyzing needs assessments for prevention and services in
their respective communities. The registered nurses will assist in interpreting the data col-
lected in these needs assessments in order to locate appropriate health care services/providers
to meet the client’s needs. They will also assist the Planning Groups in developing health care
service delivery systems where these do not currently exist.

❖ The CRD will hire a registered nurse with experience in all sexually transmitted diseases to
monitor STD clinical providers, plan and develop STD clinical delivery systems across the
state, and related duties. The goal of this position is to improve the quality of STD screening
and clinical services by TDH contractors and others in Texas.

❖ CRD will continue efforts to improve linkages to clinical care and medications for minority
populations, with special emphasis on people with HIV who are being released for prisons/
jails and from substance abuse treatment centers. CRD hopes to fund a clinical position to
work with TDCJ and substance abuse treatment centers to establish/improve these critical
linkages.
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❖ CRD will update the current web site to improve access to information by contractors on
monitoring activities, and direct access to current clinical information related to HIV and
STDs by clinical practitioners and others.

❖ The HIV/AIDS Coordinating Council will consider expanding its focus to include activities
related to the expanding Hepatitis C virus epidemic. NOTE: This is dependent on legislative
direction.

❖ CRD will undertake a major revision of the standards by which contractor agencies for clini-
cal and social services are monitored. This effort is directed at ensuring that standards are
current, and also to reduce the duplication of effort required by agencies that are funded by
different sources that have conflicting or confusing expectations. Ultimately, the standards
should help ensure that clients receive adequate and appropriate services, and that funds to
purchase these services are used in an effective manner.

❖ The current standard of care for treatment of HIV disease recommends that patients start on
antiretroviral therapy with a combination of drugs earlier in the disease in order to preserve
immune function. Using epidemiological research, THMP continues to study utilization trends
and track monthly expenditures in order to accurately predict the program’s growth patterns.
THMP will continue to enlist the aid of an actuary service to work in conjunction with a
Bureau epidemiologist in order to refine their cost and utilization projections.

❖ THMP will continue working to increase public awareness of its existence and outreach to
potential clients statewide, with an emphasis on under served and hard-to-reach client popu-
lations. Whenever possible, staff members will either attend or set up a display at applicable
health fairs, conferences and symposiums to share information and distribute THMP bro-
chures, applications and guidelines.

❖ THMP will also proceed with streamlining the entire program’s daily operations by imple-
menting a totally revamped software program, currently in the final stages of development,
that will improve turnaround times for processing client applications and prescription orders,
thus making the program more efficient and user-friendly. In-house user acceptance testing
for the new software program is scheduled to begin in December, 2000, with a targeted date
of actual implementation set for late February, 2001.

❖ THMP will continue the new statewide distribution and inventory control system for all STD
related medications. Pending available funding, the program will provide enough medication
to treat a case and two contacts each for gonorrhea, chlamydia, syphilis, and pelvic inflam-
matory disease.
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IX. APPENDIX
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Texas AIDS Surveillance Report
Reported AIDS Cases January – December 1999
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Texas AIDS Surveillance Report
AIDS Cases Reported Quarterly, Year to Date,
and Cumulative to Date

Trends in Cases by Year of Diagnosis and Year of Report
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Texas AIDS Surveillance Report
Summary of Cumulative Data Through December 1999
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Texas STD Surveillance Report
Table 1.  Chlamydia and Gonorrhea Cases

January – December 1999
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Texas STD Surveillance Report
Table 2.  Pelvic Inflammatory Disease and Chancroid

January – December 1999
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Texas STD Surveillance Report
Table 3.  Reported Syphilis Cases

January – December 1999
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